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Hydatid disease is one of the common parasitic afﬂictions seen in sheep rearing areas of world, with
certain areas in northern India showing a very high incidence. It is caused by the larval/cyst stage of
Echinococcus granulosus, in which humans are an intermediate host. The cysts are located in liver 75%
times, lungs 15%, other organs 10%. Isolated involvement of kidneys is rare and forms 2e4% of cases. The
treatment usually requires some form of intervention ranging from minimally invasive percutaneous
aspiration techniques to laparoscopic and the maximally invasive, open techniques. Herein, we describe
two cases of isolated renal hydatid cysts that were treated successfully by retroperitoneal laparoscopic
approach to prevent the soiling of peritoneal cavity. One of the cases had a preoperative diagnosis of
simple renal cyst. No complications occurred at peroperative and postoperative periods. The patients
were given 3 cycles of Albendazole (10 mg/kg in two divided doses), each for a period of four weeks
followed by a weeks rest. The patients are under strict follow-up and no recurrence has been docu-
mented yet.
 2010 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction was unremarkable and the abdominal examination revealedIsolated renal hydatid disease is one of the rare afﬂictions of
hydatid disease in humans. We had two cases in our hospital in the
last three years. One of the cases was diagnosed intraoperatively,
when the patient was planned for laparoscopic retroperitoneal
derooﬁng of a symptomatic renal cyst while as, the second one was
diagnosed preoperatively as a case of hydatid renal disease.
2. Case 1
He was a young male of 28 years and complained of right ﬂank
pain. His physical and systemic examinations were unremarkable.
Transcutaneous abdominal ultrasound revealed a single unilocular
renal cyst (7  4.5  5 cm) in the upper pole of right kidney. It was
type 1 cyst as per Gharbi et al.'s classiﬁcation. Contrast enhanced
computed tomography (CECT) of the abdomen conﬁrmed the
ultrasound ﬁndings. There were no similar lesions in other abdom-
inal viscera. The Casoni's skin test was negative. A clinical diagnosis
of simple renal cyst was made and the patient was subsequently
planned for retroperitoneal laparoscopic deroooﬁng of the cyst.
3. Case 2
He was a 45 years old farmer who complained of deep dull
aching type of right ﬂank pain. His general physical examination).
ciates Ltd. Published by Elsevier Lta palpable and ballottable swelling in the right ﬂank. Trans-
cutaneous abdominal ultrasound revealed a single unilocular renal
cyst (12  10  5 cm) in the lower pole of right kidney with grade
two hydronephrosis. It was a type 2 cyst as per Gharbi et al.'s
classiﬁcation. Computed tomography (CT) conﬁrmed the cyst with
thin peripheral contrast enhancement without any other organ
involvement. The Casoni's skin test was positive. A clinical diag-
nosis of isolated right renal hydatid cyst was made and the patient
was planned for laparoscopic retroperitoneal evacuation of the
cyst. The patient was given Albendazole (10 mg/kg in two divided
doses) for two weeks preoperatively.4. Method
The standard three-port technique was employed. Additional
trocar for retraction was used in the second case. The ﬁrst step was
to identify the psoas muscle and the psoas tendon. From the psoas
tendon, medial dissection revealed the ureter, which was then
elevated and followed to the kidney. Now the renal cyst was
dissected clear from the surrounding Gerota's fascia. The cyst was
then isolated on all sides by packing it off using betadine-soaked
gauze pieces (10% povidon iodine), to avoid contamination of the
retroperitoneum in case of spillage. This was done in the second
case only who had a preoperative diagnosis of hydatid cyst. The
contents of the cyst were then aspirated using an aspiration needle,
and hypertonic saline was instilled for 10 min in both the cases. We
routinely instill hypertonic saline in all renal cysts for the fear ofd. All rights reserved.
Fig. 2. Ectocyst being removed from the bag (external view).
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enlarged which revealed the ectocyst in both the cases. Then with
the help of suction cannula the ectocyst was detached from thewall
(Fig. 1). The ectocyst was collected in the endobag and removed
(Fig. 2). The cyst cavity was again inpected for any residual material
and hypertonic saline washes were given. There was slight spillage
of contents in the ﬁrst case. We instilled 10% povidone iodine in the
operative ﬁled for 10min. This was repeated once again followed by
thorough washes with hypertionic saline. A drain was kept in the
cyst cavity. Retropnuemoperitoneum was then reduced and ports
closed. The operative times were 100min in ﬁrst case and 70min in
the second case. Therewere nomajor intraoperative complications.
The postoperative period was uneventful and the drain was
removed on ﬁrst postoperative day. The patients were discharged
home on the second postoperative day. The histopathological
examination conﬁrmed the diagnosis of hydatid cyst. The patients
were given 3 cycles of Albendazole (10mg/kg in two divided doses),
each for a period of four weeks followed by a weeks rest. The
patients are under strict follow-up and no recurrence has been
documented yet. The follow-up period has been 3 years in the ﬁrst
case and 1 year for the second case.
5. Discussion
Hydatid disease is a cyclozoonotic parasitic infestation caused
by the larval stage of the cestode Echinococcus spp (E. granulosus,
E. vogeli, and E. multilocularis). It is prevalent worldwide and
constitutes a real public health problem.1 It is endemic in many
geographical areas like Turkey and many other Asian and African
countries. Dogs are the principal deﬁnitive hosts and sheep are the
most common intermediate hosts. Human infection ismost common
in sheep-raising areas of the world and virtually all parts of human
anatomy have been reported to have hydatid cyst.1 Renal involve-
ment is rare becausemost of the parasites are trapped by hepatic and
pulmonary ﬁlters.2,3 The cysts are located in liver 75% times, lungs
15%, other organs 10%. Isolated involvement of kidneys constitutes
2e4% of cases.3e6 There are no speciﬁc clinical symptoms or signs
that will reliably conﬁrm the diagnosis of renal echinococcosis and
renal hydatid disease. The combination of clinical history, imaging
studies, and serological and urine investigations yields a reliable
pretreatment diagnosis in only 50% of cases and a presumptive
diagnosis in 71%.7 The disease in the kidney may remain silent for
years or may be complicated with infection, abscess, haemorrhage,
necrosis and/or obstruction.6 The most common symptoms areFig. 1. Ectocyst being detached from the cyst wall with suction cannula.chronic ﬂank pain and abdominal mass. None of presenting
symptoms is speciﬁc except for hydatiduria, which is pathogno-
monic, and seen in 5e25% of all renal hydatidosis.7 This results
from the rupture of a cyst into the collecting system.8 Ameur and
colleagues reported 34 cases with renal hydatid cysts. Clinical
features were dominated by pain (63%), a mass (26%), hydatiduria
(11.4%), hematuria (31.4%), prolonged fever (23%), and hypertension
(3%).9 Also, there is no serological or immunological test patho-
gnomonic for hydatid cyst.6,10 Radiological studies have an impor-
tant place in the preoperative diagnosis of renal hydatid disease.
Plain abdominal X-rays are usually inconclusive in diagnosing
hydatid disease, even in the presence of visible calciﬁcations.
Ultrasono-graphy usually allows differentiation of solid from cystic
masses. The presence of daughter cysts is strongly suggestive of
hydatid disease. It is considered to be the primary imaging
modality for the classiﬁcation of different types of appearances
besides, it is better than CECT in the demonstration of the internal
cystic content.11,12 CECT is more sensitive and accurate than US on
topographic display.11 Nevertheless ﬁndings at imaging studies are
usually suggestive but inconclusive in diagnosis of renal hydatid
cyst.7 Treatment of the renal hydatid cyst is surgical. It may range
from least invasive PAIR (percutaneous aspiration injection and
reaspiration) technique to laparoscopy and open surgery.13 Paren-
chyma saving surgery is the mainstay of the treatment, considering
the benign nature of the disease.14 With advances in minimally
invasive surgery (especially in video technology and instrument
design), its beneﬁts can be offered to patients with renal hydatid
cyst. Both, transperitoneal and retroperitoneal routes have been
used for the purpose. The initial tendency of the surgeon was
towards the transperitoneal route due to familiar anatomy and
enough working space. There was, however, chance of soiling the
large peritoneal cavity should any spillage occur during the oper-
ation. With the increasing experience in retroperitoneoscopy, the
surgeons now tend to favor this route as it avoids entering into the
peritoneal cavity. Should any spillage occur, it would be limited to
a smaller area than the whole peritoneal cavity in the trans-
peritoneal route. In addition, the area can be washed with a scoli-
cidal agent in event of spillage due to limited boundaries.15 There is
no need to obliterate the residual cavity as re-expansion of the
renal parenchyma has been documented in literature.16,17 We
report our experience of the laparoscopic management of renal
hydatid cyst via the retroperitoneal route in two cases. We had to
resort to such a technique instead of percutaneous approach (PAIR)
for the reason of missed preoperative diagnosis in the ﬁrst case and
M. Khan et al. / International Journal of Surgery 8 (2010) 266e268268for the presence of hydronephrosis in the second case, which could
have needed the simultaneous treatment. However, intraoperatively,
the cyst itself was seen to be impinging on the ureter and responsible
for proximal dilatation. So only cyst evacuationwas done in this case.
6. Conclusions
Hence, we conclude that retroperitoneoscopic laparoscopic
approach can be offered as an alternative treatment to the conven-
tional percutaneous techniques for the management of renal
hydatids.Conﬂict of interest
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